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SPECIAL  NOTE 

Since  the  Child  Health  Assessment  Act  of  1977  (CHAP)  is 
currently  pending  in  Congress,  the  requirements  of  this  new 
legislation  have  been  reflected  in  the  final  editing  of  this 
document. 
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NOTE  TO  THE  READER 


Medicaid  programs  can  vary  among  states.  Each 
state  establishes  its  own  criteria  of  eligibility  and  defines  its 
own  package  of  services  within  federal  guidelines.  This 
booklet  attempts  to  discuss  some  features  of  the  Medicaid 
Early  and  Periodic  Screening  Diagnosis  and  Treatment 
program  which  are  common  to  all  states  and  to  illustrate 
some  variations  in  their  implementation. 

Although  the  term  EPSDT  Is  used  throughout  the 
booklet,  the  programs  which  provide  periodic  child  health 
screening,  diagnosis,  ana  treatment  may  have  different 
names  In  different  states  (e.g.,  Child  Health  Assurance 
Program— CHAP— in  New  York;  Medi-Check  in  Illinois; 
Project  Health  in  Michigan,  etc.). 
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INTRODUCTION 


This  booklet  presents  a  brief  history  of  the  development 
of  Medicaid's  Early  and  Periodic  Screening  Diagnosis  and 
Treatment  (EPSDT)  program. 

EPSDT  is  one  of  America's  most  far  reaching  publicly 
financed  child  health  programs.  Designed  to  provide  for  the 
detection  and  treatment  of  health  problems  of  children  and 
youth  (to  age  21)  in  Medicaid-eligible  families,  the  program 
emphasizes  outreach,  follow-up,  and  transportation  arrange- 
ments to  make  it  easier  for  eligible  children  and  youth  to  par- 
ticipate. 

This  booklet  is  designed  for  EPSDT  workers,  their  super- 
visors, and  program  administrators.  It  explains  how  the  pro- 
gram developed,  discusses  some  of  the  problems  EPSDT  has 
encountered,  and  the  course  it  may  follow  in  the  future. 


SECTION  I 

THE  ORIGINS  OF  EPSDT 

OVERVIEW  OF  EVENTS  LEADING  TO  EPSDT 

The  following  timeline  highlights  key  events  leading  to  the 
enactment  of  EPSDT.  The  rest  of  this  section  discusses  each 
event  in  detail. 


A  TIM] 
ACTIV 

1935 

ELINE  OF  MATERNAL  AND 

CHILD  HEALTH 
ITIES  LEADING  TO  EPSDT 
1935-1975 

The   Social   Security  Act  provides  cash 
assistance    payments    to    families   with 
dependent  children.  Title  V  of  this  act  pro- 
vides grants-in-aid  for  maternal  and  child 
health  and  crippled  children's  programs. 

The    Emergency    Maternity    and    Infant 
Care  (EMIC)  program  is  established  to 
meet  the  maternal  and  infant  care  needs  of 
servicemen's  dependents. 

Amendments  to  the  Social  Security  Act 
provide   federal   matching   funds   to   the 
states  to  help  meet  the  cost  of  medical  care 
for  public  assistance  recipients. 

The  Kerr-Mills  Act  provides  the  first  pro- 
gram of  comprehensive  medical  care  for 
the  aged.  The  1960's  see  an  expansion  of 
Title  V  programs  to  include  federal  grants 
for  local  projects. 

Medicare  and  Medicaid  (TitlesXVIII  and 
XIX  of  the  Social  Security  Act)  finance 
medical  care  for  the  elderly  and  the  eligible 
poor. 

An  Amendment  to  Title  XIX  of  the  Social 
Security  Act  requires  states  to  cover  Early 
and   Periodic  Screening,   Diagnosis,   and 
Treatment  (EPSDT)  services  for  all  Medi- 
caid eligibles  under  the  age  of  2 1 . 

States  are  required  to  implement  EPSDT 
or  face  a  penalty  of  one  percent  of  the  fed- 
eral share  of  their  AFDC  budgets  for  every 
quarter  in  which  they  have  not  complied 
with  EPSDT  penalty  regulations. 

EPSDT  programs  are  underway  and  prob- 
lems of  implementation  are  being  worked 
out  on  state  and  local  levels  to  comply  with 
federal  regulations. 
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DETAILS  OF  THE  EVENTS  LEADING  TO  EPSDT 


1935 


The  Social  Security  Act  provides  cash 
assistance  to  certain  categories  of  the  needy  and 
Grants-in-Aid  for  maternal  and  child  health  and 
crippled  children's  programs. 


In  1935  the  Social  Security  Act  established  a  cash 
assistance  program  for  the  aged,  the  blind,  and  families  with 
dependent  children.  This  was  the  first  major  federal  program  to 
provide  cash  payments  to  indigent  and  low-income  people. 
Some  of  these  payments  were  to  be  used  for  medical  care. 
Over  the  years,  amendments  to  the  Social  Security  Act  have 
modified  the  form  of  payment,  the  extent  of  benefits,  and  the 
range  of  eligibility;  Medicaid  and  its  EPSDT  component  are 
among  the  most  recent  of  these  modifications. 

Originally,  benefits  under  the  Social  Security  Act  were 
limited  to  cash  payments  to  the  person  in  need.  The  recipient 
decided  how  to  spend  this  money.  While  some  of  the  money 
was  intended  for  health  services,  many  welfare  recipients  never 
sought  needed  medical  care  because  they  considered  it  a  lux- 
ury. If  no  immediate  or  visible  health  problem  existed, 
recipients  of  cash  assistance  tended  to  use  all  of  the  money  for 
basic  maintenance  needs,  rather  than  keep  some  funds  for 
health  services.  In  some  families  with  dependent  children, 
medical  care  was  sought  only  after  children's  health  problems 
became  severe.  Thus,  the  direct  cash  method  of  paying  for 
medical  services  did  not  ensure  that  adequate  health  care  was 
sought  or  obtained.  A  system  of  payment  for  service  was  need- 
ed which  would  encourage  eligible  people  to  obtain  preventive 
and  routine  health  care  as  well  as  treatment  for  emergencies. 

In  addition  to  cash  payments,  the  Social  Security  Act  of 
1935  established  a  program  for  crippled  children  which  en- 
abled each  state  to  extend  and  improve  its  services  for  locating 
such  children  and  provide  needed  medical,  surgical,  and  cor- 
rective services.  Although  the  outreach  aspect  of  these  "Title  V" 
programs  was  not  actively  pursued,  some  health  screening 
services  were  provided  as  part  of  the  registration  procedure. 
Other  steps  to  provide  preventive  health  care  under  Title  V  in- 
cluded supervision  of  maternity  clinics  and  hospitals  and  the 
establishment  of  "well  child  conferences"  to  provide  a  forum  for 
discussing  the  issues  of  maternal  and  child  health. 


WW  II 


Emergency  Maternal  and  Infant  Care  (EMIC) 
program. 


World  War  II  created  the  need  for  expanded  health  serv- 
ice delivery.  The  families  of  servicemen  who  moved  to  small 
towns  near  army  bases  placed  a  strain  on  available  child  health 
services  leading  to  the  creation  of  the  Emergency  Maternity  and 
Infant  Care  (EMIC)  program. 

EMIC  was  the  largest  public  health  undertaking  in 
America  up  to  that  time.  It  was  completely  funded  by  federal 
monies  given  to  the  states  to  provide  preventive  and  treatment 
services  for  wives  and  children  of  lower  rank  servicemen. 
Although  EMIC  was  not  continued  after  the  war,  it  demon- 
strated the  feasibility  of  federal-state  cooperation  in  health 
service  delivery. 


1950 


Social   Security  amendments  provide  federal 
matching  funds  for  medical  care. 


During  the  late  1940's,  the  federal  government  was  under 
pressure  to  provide  states  with  funds  to  directly  reimburse 
health  care  providers  for  their  services  to  public  assistance 
recipients.  In  1950,  the  Social  Security  Act  was  amended  to 
provide  federal  matching  funds  to  states  for  medical  care  pay- 
ments to  providers  on  an  individual  case  basis.  Between  1950 
and  1956  only  twenty  states  adopted  this  form  of  payment,  but 
in  1956  benefits  were  expanded,  the  percent  of  federal 
matching  increased,  and  administrative  procedures  were 
modified,  making  it  easier  for  the  states  to  participate.  Because 
of  these  changes  several  states  took  the  opportunity  to  begin 
subsidized  medical  care  to  public  assistance  recipients  while 
other  states  expanded  their  existing  programs.  In  1958,  the 
federal  government  made  funds  for  medical  care  available  to 
the  states  for  all  federally  eligible  welfare  recipients  regardless 
of  whether  they  actually  received  such  care.  This  simplified  ad- 
ministrative procedures,  increased  the  amount  of  money 
available  to  the  states,  and  was  a  further  Inducement  for  states 
to  broaden  their  subsidized  medical  care  benefits. 


1960 


Expanded  programs  for  children  and  medical 
assistance  for  the  aged  are  established 


The  1960's  saw  the  development  of  a  number  of  federally 
funded  health  programs  for  children.  Established  under  Title  V 
of  the  Social  Security  Act,  the  programs  were  expanded  to  in- 
clude federal  grants  for  local  projects  in  maternity  and  infant 
care  (1963),  children  and  youth  (1965),  and  dental  and  intensive 
infant  care  (1968).  Local  health  services  were  also  provided  un- 
der the  auspices  of  the  Office  of  Economic  Opportunity  (OEO) 
which  funded  neighborhood  health  centers  and  services  for 
children  under  the  Headstart  program. 

By  1960,  discussion  of  the  need  for  comprehensive 
health  services  focused  on  the  plight  of  the  aged.  Congres- 
sional concern  for  older  Americans  unable  to  afford  adequate 
health  care  was  high,  and  the  debate  about  how  to  finance 
health  care  for  the  aged  led  to  the  enactment  of  the  Kerr-Mills 
amendments  to  the  Social  Security  Act.  While  Kerr-Mills  did  not 
provide  medical  care  benefits  to  all  older  Americans,  it  did 
create  a  new  public  assistance  category:  Medical  Assistance 
for  the  Aged  (MAA).  In  states  choosing  to  enact  MAA  programs, 
older  persons  whose  incomes  were  too  high  to  qualify  for  cash 
assistance  payments  under  public  welfare,  and  too  low  for  them 
to  afford  adequate  medical  care,  were  eligible  for  some  federal 
subsidization  of  their  medical  expenses. 

Response  to  the  Kerr-Mills  Act  was  only  lukewarm.  A 
number  of  states  feared  the  drain  it  would  put  on  their 
treasuries,  and  many  of  the  aged  who  qualified  for  the  program 
did  not  participate  because  they  were  uncomfortable  with  the 
red  tape  involved  in  proving  eligibility.  Nevertheless,  the  Kerr- 
Mills  Act  established  a  precedent  of  providing  comprehensive 
health  services  to  a  population  in  need  and  laid  the  foundation 
of  a  medical  assistance  program  which  was  the  model  for 
Medicaid  and  its  EPSDT  component. 


^  C\£^^  Amendments  to  the  Social  Security  Act  es- 

I  ^M  m\  ^\  tablish  Medicare  for  the  aged,  and  Medicaid  for 

■^  ^  ^^  ^^  public  assistance  recipients. 

In  1965,  Congress  passed  a  set  of  amendments  to  the 
Social  Security  Act.  Title  XVIII  of  these  amendments  estab- 
lished a  program  to  provide  health  insurance  for  the  aged.  This 


program  (commonly  known  as  Medicare)  was  to  be  ad- 
ministered through  the  Social  Security  system.  Title  XIX  of  the 
Social  Security  Act  established  another  new  program  called 
Medicaid— an  extension  of  the  Kerr-Mills  Act— to  provide 
health  services  to  certain  categories  of  the  poor.  Medicaid  is 
the  "parent"  program  of  which  EPSDT  is  a  part;  a  clear  picture 
of  Medicaid  can  help  you  understand  EPSDT. 


WHAT  IS  MEDICAID? 

Medicaid  is  a  cooperative  federal-state  program  providing 
payment  of  medical  expenses  for  eligible  persons.  Eligibility  in- 
cludes persons  whose  incomes  are  low  enough  to  meet  eligibility 
requirements  set  by  the  states  and  who  are  over  65,  blind,  other- 
wise disabled,  or  members  of  a  family  with  dependent  children. 
Federal  legislation  specifies  the  content  of  the  minimum  benefit 
package  Medicaid  must  provide.  The  federal  government  also 
contributes  to  the  cost  of  as  many  of  the  specified  optional 
medical  services  as  the  state  is  willing  to  include  in  its  benefit 
package.  Medicaid  is  jointly  financed  by  the  federal  and  state 
governments  from  general  revenue  funds.  Implementation  varies 
from  state  to  state:  some  states  have  more  elaborate  and  costly 
sets  of  benefits  than  do  others;  in  some  states,  local  governments 
share  in  the  cost. 

Medicaid  is  administered  on  the  federal  level  by  The  Medic- 
aid Bureau  (MMB)  of  the  Department  of  Health,  Education  and 
Welfare's  Health  Care  Financing  Administration,  and  by  depart- 
ments of  public  welfare  or  social  services  on  the  state  level.  In 
some  states  the  program  may  be  lodged  in  a  department  of  health 
or  in  a  comprehensive  human  service  agency. 

The  federal  government  requires  all  state  Medicaid  plans  to 
cover  welfare  (AFDC)  recipients  and  most  Supplemental  Security 
Income  (SSI)  recipients,  and  reimburses  states  for  a  share  of  the 
cost  of  their  health  care.  The  federal  government  will  also  reim- 
burse states  for  a  share  of  the  cost  of  health  care  for  some  other 
groups  of  people  the  states  choose  to  cover  under  their  Medicaid 
plans,  e.g.,  other  SSI  recipients  and  members  of  families  with 
dependent  children  who  do  not  qualify  for  cash  assistance  but 
whose  incomes  are  too  low  for  them  to  purchase  adequate  medical 
care.  (These  people  are  sometimes  referred  to  as  "medically  in- 
digent" or  "medically  needy.")  Because  of  this  federal-state 
relationship,  the  Medicaid  program  reflects  both  federal 
regulations  and  the  results  of  action  taken  by  the  states  to  imple- 
ment them.  States  establish  eligibility  criteria,  the  kind  and  extent 


of  benefits,  and  the  administrative  mechanism  for  the  program. 
The  federal  government  issues  regulations  and  guidelines  for  state 
programs,  reimburses  states,  and  monitors  state  programs  to  be 
sure  they  follow  federal  regulations. 

WHO  IS  ELIGIBLE  FOR  MEDICAID? 

Eligibility  for  Medicaid  varies  from  state  to  state,  but  it 
always  includes  persons  who  are  receiving  public  assistance 
payments  from  the  Aid  for  Dependent  Children  (AFDC)  program 
and  most  of  the  aged,  blind,  and  disabled  adults  who  receive 
Supplemental  Security  Income  (SSI)  or  a  state  supplement  to 
that  program.  A  few  states,  however,  have  more  stringent 
eligibility  standards  for  Medicaid  than  the  federal  eligibility  stan- 
dards set  for  SSI. 

In  addition,  some  states  include  the  "medically  indigent"  or 
"medically  needy"  in  their  medical  assistance  plans.  These  are 
people  whose  incomes  or  assets  are  too  high  for  them  to  receive 
cash  assistance,  but  who  cannot  afford  to  pay  their  medical  ex- 
penses. Each  state  determines  the  maximum  income  and  resource 
level  at  which  persons  qualify  for  cash  assistance  and  Medicaid. 

In  addition,  states  may  choose  to  pay  for  Medicaid  services 
for  other  persons  not  eligible  for  federal  assistance.  In  that  case, 
the  state  must  pay  the  entire  cost. 


1967 


Social  Security  amendments  establish  EPSDT: 
an  expansion  of  Medicaid  services  for  children. 


In  1967,  Congress  passed  additional  amendments  to  the 
Social  Security  Act  setting  up  a  program  of  early  and  periodic 
health  screening,  diagnosis,  and  treatment  for  Medicaid  eligi- 
ble children. 

Unlike  previous  federal  medical  assistance  programs, 
EPSDT  is  more  than  a  program  which  simply  pays  for  health 
care  that  eligible  individuals  seek  when  they  are  sick.  EPSDT 
provides  for  preventive  health  care  that  can  identify  problems 
before  they  become  severe.  Furthermore,  under  EPSDT, 
preventive  services  and  necessary  follow-up,  diagnosis,  and 
treatment  must  be  provided  periodically  as  long  as  the  in- 
dividual is  eligible  for  Medicaid.  EPSDT  also  provides  suppor- 
tive services  which  make  it  easier  for  clients  to  take  part  in  the 
program. 


1974 


States  are  required  to  implement  EPSDT  or 
face  paying  a  penalty  equal  to  one  percent  of  the 
federal  share  of  their  Aid  for  Dependent  Chil- 
dren (AFDC)  budget  for  each  quarter  in  which 
they  are  not  in  compliance  with  federal  EPSDT 
penalty  regulations. 


Although  legislation  authorizing  the  EPSDT  program  was 
enacted  In  1967,  the  program  was  not  put  into  effect  for  several 
years.  Some  states  thought  the  program  placed  an  additional 
burden  on  already  overworked  social  services  staffs,  and  that 
health  care  resources  were  inadequate  to  meet  the  needs  of  all 
EPSDT-eligible  persons.  Welfare  rights  and  welfare  recipient 
groups  helped  get  EPSDT  underway  when  they  brought  suit  in 
court  against  state  and  federal  governments  for  failing  to  begin 
EPSDT. 

Federal  regulations  for  EPSDT  were  published  in  1971. 
They  were  designed  to  help  the  states  establish  EPSDT 
programs  by  allowing  them  to  begin  with  services  for  children 
under  six  years  of  age  and  later  phase  in  older  children  and 
youth  up  to  age  twenty-one.  In  1972,  amendments  were  added 
to  the  Social  Security  Act  specifying  that  any  state  that  failed  to 
inform  all  AFDC  families  about  EPSDT,  failed  to  provide 
screening  services  when  requestea,  or  failed  to  provide  neces- 
sary follow-up  diagnostic  and  treatment  services  would  be  penal- 
ized one  percent  of  the  federal  share  of  its  AFDC  budget  for  any 
quarter  in  which  the  state  was  not  in  compliance. 


l^T  ^^  ^H  7      EPSDT  Programs  are  underway.  The  problems 
l^y  I     I  ^^T         ^^  implementation  are  being  worked  out  on  the 


Following  the  clear  Congressional  mandate  to  Implement 
EPSDT  represented  by  the  penalty  regulations,  the  Department 
of  Health,  Education  and  Welfare  (HEW)  has  taken  a  more 
vigorous  approach  to  promoting  implementation  of  EPSDT. 
The  strong  position  taken  by  HEW  in  support  of  EPSDT  has  led 
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the  states  to  find  innovative  ways  to  carry  out  this  program,  to 
provide  preventive  and  comprehensive  health  services  to  eligi- 
ble children  and  youth,  and  to  facilitate  their  use  of  those  serv- 
ices by  providing  transportation,  health  education,  and  follow- 
up  services  in  support  of  EPSDT. 


SECTION  II 


WHAT  MUST  THE  STATES  DO 
TO  IMPLEMENT  EPSDT? 

In  order  to  implement  EPSDT,  a  state  must  comply  with 
federal  EPSDT  regulations.  It  must  organize  services,  conduct 
outreach,  provide  reimbursement  for  health  service  costs, 
process  information,  conduct  program  evaluation,  and  co- 
ordinate EPSDT  with  other  services. 

COMPLY  WITH  EPSDT  REGULATIONS 

EPSDT  penalty  regulations  require  that  each  state  make 
certain  that: 

•  All  AFDC  families  are  informed  at  least  once  a  year 
in  writing  of  what  services  are  available  and  how  and 
where  to  obtain  them. 

•  Screening  is  provided  within  60  days  of  when  a  fami- 
ly requests  it. 

•  Clients  needing  follow-up  diagnostic  and  treatment 
services  receive  such  services  normally  within  60 
days  of  screening. 

•  All  eligible  families  are  provided  with  transportation, 
if  necessary,  to  make  it  easier  for  them  to  participate. 

ORGANIZE  SERVICES 

To  effectively  Implement  EPSDT,  the  states  must  design 
an  appropriate  package  of  screening  services  and  decide  how 
such  services  are  to  be  delivered.  EPSDT  services  can  be 
provided  by  private  physicians,  in  hospitals  and  clinics,  or 
through  publicly  funded  facilities  such  as  the  local  health 
department.  Any  one  or  a  combination  of  these  providers  may 
be  used.  Whatever  the  source  of  service,  the  state  must  ensure 
provision  of  the  full  package  of  screening  services  and  must 
provide  or  arrange  for  diagnosis  and  treatment  where  needed. 
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CONDUCT  OUTREACH 

Outreach  activities  are  a  key  to  the  success  of  EPSDT. 
They  consist  of  all  efforts  to  identify,  inform,  and  involve  eligible 
children  and  youth  in  EPSDT.  While  mailing  information  about 
EPSDT  with  welfare  checks  is  a  part  of  outreach,  it  is  seldom 
enough.  A  more  successful  approach  involves  personal  contact 
between  EPSDT  workers  and  potential  participants.  Phone 
calls  are  usually  more  effective  than  letters,  and  personal  visits 
are  generally  more  effective  than  phone  calls.  The  time  and  ef- 
fort EPSDT  workers  put  into  outreach  and  case  contact  ac- 
tivities can  mean  the  difference  between  the  success  and 
failure  of  the  program. 


PROVIDE  ASSISTANCE  IN  OBTAINING  EPSDT  SERVICES 

Outreach  alone  is  not  enough.  EPSDT  workers  must 
assist  participants  In  finding  providers  of  health  service 
(physicians,  dentists,  clinics,  health  departments,  etc.)  to  meet 
their  needs.  Assistance  should  be  provided  in  scheduling  ap- 
pointments with  these  providers  and  in  helping  clients  to  keep 
these  appointments  through  provision  of  transportation, 
assistance  with  child  care  arrangements,  etc.  If  appointments 
are  missed,  EPSDT  workers  should  follow  up  with  the  clients  to 
arrange  new  appointments. 

PROVIDE  REIMBURSEMENT  FOR  PROGRAM  COSTS 

Providers  of  health  service  (physicians,  dentists,  clinics, 
health  departments,  etc.)  should  be  encouraged  to  participate 
and  are  reimbursed  by  the  state  for  their  services.  A  reimburse- 
ment system  whereby  providers  record  information  specifically 
related  to  EPSDT  service  delivery  at  the  same  time  and  on  the 
same  form  as  requests  for  reimbursement  may  make  follow-up 
and  evaluation  easier  and  more  effective. 

PROCESS  INFORMATION 

Records  of  each  participating  child  should  be  maintained 
to  permit  follow-up  and  ensure  that  the  Individual  child  receives 
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a  continuous  and  coordinated  set  of  services.  Records  also 
permit  evaluation  of  program  effectiveness,  health  service 
delivery,  and  payment  processing.  EPSDT  recordkeeping  may 
be  complicated  by  the  fact  that  over  time  families  may  shift  in 
and  out  of  eligibility.  Accurate  records,  however,  must  be  main- 
tained to  document  compliance  with  federal  regulations  and  to 
assess  and  plan  for  the  health  maintenance  and  treatment 
needs  of  participating  children  and  youth. 

CONDUCT  PROGRAM  EVALUATION 

Criteria  for  evaluating  EPSDT  services  are  being 
developed  as  the  program  grows.  While  the  initial  emphasis 
has  been  on  screening  as  many  children  as  possible,  state 
programs  have  begun  to  concentrate  on  ensuring  provision  of  a 
wide  range  of  treatment  services.  As  states  develop  more  ef- 
ficient reporting  systems,  attention  can  be  shifted  from  merely 
increasing  numbers  of  participants  to  a  focus  on  improving  the 
outcomes  of  EPSDT  services.  Programs  can  then  be  rede- 
signed or  modified  to  maximize  their  positive  impact  on  the 
health  of  eligible  children  and  youth. 

COORDINATE  EPSDT  WITH  OTHER  CHILD  SERVICES 

There  are  a  number  of  other  child  health  and  welfare  ser- 
vices that  exist  in  the  states.  To  avoid  duplication  and  to  pro- 
vide comprehensive  services  to  the  child,  EPSDT  must  be  co- 
ordinated with  the  activities  of  these  programs.  This  means  that 
administrators  of  EPSDT  programs  and  their  staffs  should 
know  about  other  child  health  and  welfare  services  in  their 
community  (maternal  and  infant  care  programs,  children  and 
youth  programs,  neighborhood  health  centers,  etc.)— what  they 
do,  and  whom  to  contact  and  work  with  to  plan  for  coordina- 
tion of  services. 
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SECTION 


ISSUES  FACED  BY  EPSDT 

A  number  of  issues  have  emerged  as  EPSDT  has 
developed.  While  some  of  these  issues  involve  problems  which 
are  beyond  the  power  of  local  EPSDT  workers  to  solve,  they  do 
highlight  some  of  the  factors  which  may  shape  the  future  of  the 
EPSDT  program. 

•  EPSDT  was  developed  at  a  time  when  the  federal 
government  was  expanding  its  support  for  health 
service  programs.  If  money  for  health  service  pro- 
grams becomes  tighter,  those  who  hold  the  purse- 
strings  may  develop  more  control  over  service 
delivery  programs  such  as  EPSDT.  This  could  mean 
that  program  priorities  will  be  determined  more  by 
financial  concerns  than  client  needs. 

•  Limited  availability  of  health  services,  particularly 
preventive  health  services  for  children,  makes  such 
services  difficult  for  Medicaid  eligible  families  to  ob- 
tain. The  pattern  of  health  care  In  the  United  States  is 
based  largely  on  private  physicians  and  hospitals. 
Available  services  may  be  either  inadequate  for  the 
increased  demand  produced  by  Medicaid,  or  not 
located  in  areas  convenient  for  Medicaid  recipients. 

•  Financing  is  not  automatically  linked  to  appropriate 
or  effective  organization,  delivery,  and  utilization  of 
services.  EPSDT  programs  bring  providers  of  health 
services,  their  clients,  and  providers  of  funds 
together  in  one  program.  Health  services  providers 
are  often  unhappy  with  the  amount  of  reimburse- 
ment and  delays  in  reimbursement  for  their  serv- 
ices; agencies  who  pay  the  bills  want  to  keep  costs 
down,  enforce  standards  for  providers,  and 
eliminate  fiscal  fraud.  Clients  want  the  best  avail- 
able service  and  the  least  amount  of  trouble  ob- 
taining it. 

EPSDT  needs  to  reconcile  these  various  goals, 
ensure  accountability  by  health  service  providers, 
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and  maintain  good  relations  between  providers  and 
their  clients.  This  is  complicated  by  the  fact  that  ad- 
ministrative and  fiscal  responsibility  for  EPSDT  is 
shared  between  federal  and  state  government,  while 
responsibility  for  program  operations  usually  rests 
with  the  state  which  coordinates  local  program  im- 
plementation. 

•  Program  outreach,  essential  to  the  effectiveness  of 
EPSDT,  may  strain  the  capacity  of  many  ad- 
ministering agencies.  Because  part  of  EPSDT's  mis- 
sion is  to  Improve  the  way  clients  use  medical  serv- 
ices, the  program  needs  to  develop  effective  out- 
reach mechanisms.  Many  people  need  help  in  learn- 
ing how  to  utilize  health  care  services.  Prospective 
patients  and  their  families  should  receive  clear,  per- 
sonal, and  relevant  health  education  and  help  in  get- 
ting to  and  using  health  service^.  Since  this  may  in- 
crease the  responsibilities  of  existing  staff,  federal 
matching  funds  are  available  at  a  rate  of  75  percent 
for  local  workers  providing  EPSDT  health-related 
support  services.  If  states  do  not  take  advantage  of 
these  matching  funds  to  expand  staff,  there  may  not 
be  enough  staff  to  do  the  job  of  providing  effective 
EPSDT  services. 

•  Follow-up  to  ensure  that  needed  health  services  are 
obtained  is  necessary  for  effective  service  delivery. 
Satisfactory  follow-up  is  difficult  to  guarantee.  Some 
EPSDT  clients  may  not  seek  needed  treatment,  and 
for  many  clients,  the  problems  of  case  management 
are  compounded  because  services  must  be  coor- 
dinated among  a  number  of  health  care  providers. 
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SECTION  IV 


THE  FUTURE  OF  EPSDT 

EPSDT  is  now  being  implemented.  Initial  reports  indicate 
that  it  is  effective  both  in  finding  children  in  need  of  health  care, 
and  ensuring  that  they  receive  it.  For  the  most  part,  screening  is 
proceeding  well  and  more  and  more  states  are  turning  their 
attention  to  making  sure  that  treatment  and  follow-up  are 
provided.  Problems  in  getting  families  to  keep  appointments 
and  obtain  needed  follow-up  care  for  their  children  are  com- 
mon. In  some  areas,  recruiting  treatment  providers  who  accept 
EPSDT  clients  is  also  a  problem.  Some  providers  are  not  at- 
tracted by  the  levels  and  methods  of  reimbursement;  others 
already  have  a  full  practice  and  do  not  want  additional  patients. 
Rural  areas  present  particularly  difficult  problems  of  avail- 
ability and  accessibility  of  providers  of  EPSDT  services.  Ob- 
taining dental  care  has  been  especially  difficult  because  of 
limited  numbers  of  participating  dentists  in  locations  where 
they  are  needed  and  because  of  the  high  cost  of  dental  care. 

Some  states  have  found  it  difficult  to  develop  an  effective 
system  for  information  retrieval,  storage,  and  utilization,  es- 
pecially when  the  shifting  eligibility  of  some  families  makes  it 
difficult  to  maintain  updated  records  and  to  assure  continuation 
of  necessary  care  and  periodic  services.  However,  many  states 
have  shown  that  a  variety  of  innovative  solutions  to  serve  de- 
livery problems  can  be  found  by  staffs  which  are  committed  to 
the  EPSDT  program.  From  the  experience  of  EPSDT  so  far,  it 
seems  clear  than  an  emphasis  on  prevention  will  continue  to  set 
the  tone  of  health  services  for  children. 
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SECTION  V 


QUESTIONS  AND  ANSWERS 

EPSDT  workers  may  be  asked  to  provide  information 
about  the  program.  The  following  questions  are  typical  of  some 
of  the  things  people  might  want  to  know  about  EPSDT.  Short 
answers  to  these  questions,  and  references  to  sections  in  this 
booklet  where  the  answers  are  discussed  in  greater  detail, 
appear  on  pages  18-19. 

QUESTIONS  ABOUT  EPSDT 

1)  What  is  "new"  about  EPSDT? 


2)  What  is  Medicaid?  Whom  does  it  serve? 


3)  How  is  the  EPSDT  program  related  to  Medicaid? 


4)  What  are  seven  things  the  state  should  do  to  implement  an 
EPSDT  program? 


5)  What  are  four  issues  which  have  been  highlighted  by  EPSDT 
programs? 
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ANSWERS 

1)  EPSDT  is  new  because 

—it  focuses  on  comprehensive  and  preventive  health  care; 
—it  provides  health  support  services,  including  health 
education,  transportation,  and  case  management. 

(If  you  could  not  answer  this  question,  refer  back  to  page  8-9  in  the  booklet.) 

2)  Medicaid  is  a  state/federal  program  providing  financial 
assistance  for  health  care  services  for  certain  low  income 
persons. 

(If  you  could  not  answer  this  question,  refer  back  to  pages  6-7  in  the  booklet.) 

3)  EPSDT  is  a  required  service  under  the  Medicaid  program. 
Its  focus  is  on  providing  periodic  preventive  health  care  to 
children  and  youth  (to  age  21)  from  eligible  low  income 
families. 

(If  you  could  not  answer  this  question,  refer  back  to  page  1  of  this  booklet.) 

4)  To  implement  an  EPSDT  program,  each  state  needs  to: 

(1)  comply  with  EPSDT  regulations; 

(2)  organize  services; 

(3)  conduct  outreach  and  ensure  that  screening, 
diagnostic,  and  treatment  services  are  available; 

(4)  provide  reimbursement  to  health  service  providers  for 
program  costs; 

(5)  record,  store,  and  process  information; 

(6)  coordinate  with  other  child  services; 

(7)  conduct  program  evaluation. 

(If  you  could  not  answer  this  question,  refer  back  to  pages  10-12  in  the  booklet.) 

5)  Issues  highlighted  by  EPSDT  include  the  following: 

(1)  Financing  of  EPSDT  services  does  not  automatically 
lead  to  appropriate  or  effective  utilization  and  delivery 
of  health  care. 

(2)  It  is  administratively  complicated. 

(3)  Health  services,  particularly  comprehensive  preventive 
services   for   children,   are   unevenly   distributed   and 


18 


sometimes  difficult  for  low  income  people  to  locate  or 
obtain. 
(4)  EPSDT  may  place  a  strain  on  already  overworked  social 
services  staffs  unless  states  take  advantage  of  federal 
75  percent  matching  funds  to  hire,  train,  and  supervise 
EPSDT  workers. 

(If  you  could  not  answer  this  question,  refer  back  to  pages  13-14  in  the  booklet.) 
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